of a nurse-led bedside coaching program. Compared to pre-intervention, we found a far greater improvement in sepsis bundle compliance in "coached" cases than "noncoached" cases, but the effect of the coaching program increased compliance in both cases. Changes in overall mortality were variable without a significant change pre-and post-implementation. While a larger multi-centered study may be necessary, our initial findings show that nurse-led bedside coaches can increase sepsis bundle compliance, but perhaps the bundle compliance itself does not improve overall mortality.
Study Objectives: The purpose of this study was to determine the impact of 2 different interventions on the time from recognition of sepsis at triage to the initiation of an intravenous fluid bolus (IVF) for all patients presenting to the emergency department (ED).
Methods: This was a 16-month, retrospective chart review of a multi-baseline intervention, that measured the time, in minutes, to IVF initiation for all patients who presented to the ED with an initial triage assessment of sepsis. A positive triage assessment consisted of 2 or more systemic inflammatory response syndrome (SIRS) criteria plus suspected infection. The study site is located in a diverse suburban setting with a volume of 43,000 patients per year. The baseline process consisted of identification of a septic patient at triage without any overhead announcement nor immediate indication via the electronic medical record (EMR) to the receiving physician or primary nurse. Two sequential interventions were cumulatively compared from baseline. The first intervention was placement of a red "X" next to the patient's name in the EMR (EMR-X) after triage identification of sepsis. The second intervention added an overhead announcement of "code sepsis" with the receiving physician and nurse names in addition to EMR-X (Code Sepsis-X). A total of 513 patients met sepsis criteria during the study period with Baseline: n ¼ 311; EMR-X: n ¼ 100; Code Sepsis-X: n ¼ 102. Descriptive statistics were computed for study variables to ensure that all data values were within expected ranges.
Results: A one-way analysis of variance (ANOVA) was conducted to determine the impact of EMR-X and Code Sepsis-X on the number of minutes that it would take for patients presenting with signs of sepsis at triage to receive IVF. Three groups were created based on the process used to get the patient to receive the IVF. There was a statistically significant difference, F(2, 510) ¼ 29.46, p < .001, in time depending on process used. Post-hoc comparisons showed that there was a significant difference between baseline (mean ¼ 60.41 minutes) and EMR-X (50.79 minutes, p ¼ .003), and baseline and Code Sepsis-X (38.28 minutes, p < .001). There was also a significant difference between EMR-X and Code Sepsis-X of 12.51 minutes, p ¼ .002.
Conclusions: Reducing the time between identification of sepsis and the initiation of a fluid bolus has become a national goal as it may decrease mortality associated with the septic patient. This study challenged the norm of triage identification only with implementation of electronic notification via the EMR and an overhead code announcement. Other time sensitive presentations such as stroke and trauma are announced overhead and sepsis was a natural extension of that process. Major improvement was seen after implementation of the overhead page as it immediately identified the primary physician and nurse, but also triggered the rest of the staff to respond as a team leading to greater efficiency. Instituting both processes had a cumulative effect. Future research will look to streamline the process further in order to deliver the most efficient care to patients presenting with sepsis. Study Objectives: Though demonstrated improved efficiency and quality of care, the optimal structure, process, and shift coverage of physician-led team triage models have not been well described. Academic medical centers (AMCs) often present unique barriers to system redesign and structural changes. The primary objective of this study was to assess the impact of implementing a physician intake pod combined with a vertical split-flow model (PIP) using a Lean principles-guided, phased approach at an crowded safety-net AMC emergency department (ED).
Methods: The study was designed as a nonequivalent control group study and implemented as a quality improvement project with statistical process control (SPC) charts for performance monitoring. The pre-implementation period (PRE; 1/16-10/ 16) was followed by the first installment of the PIP on weekdays 9a-4p (POST1; 11/ 16-6/17), then the second installment on weekdays 4p-11p (POST2; 7/17-11/17). There was no PIP implementation on weekends during the study period. The primary outcomes include door-to-doc (D2D), LOS (time to disposition), and left with being seen (LWBS). Secondary outcomes include ED boarding, hallway and chair utilization, ED capacity, and financial impact. All patients 18 years or older were included. Data was derived from the enterprise data warehouse. Two-factor ANOVA without a posthoc Turkey Honest Significant Difference comparison was used for statistical analysis.
Results: No flow improvements were significantly demonstrated on weekends (p<0.0001). On weekdays, all primary outcome averages significantly improved compared to its previous period (p<0.0001). D2D (minutes): PRE (56.8), POST1 (37.2; difference -19.6 min; 95% CI -21 to -18.2), POST2 (27.1; difference -10.1; 95% CI -11.7 to -8.4). LOS (minutes): PRE (297.3), POST1 (271.4; difference -25.8; 95% CI -29.7 to -22.0), POST2 (259.2; difference -16.7; 95% CI -16.7 to -7.7), with the majority of gains occurring during hours of implementation. LWBS%: PRE (2.66), POST1 (0.83; OR 3.27; 95% CI 2.83-3.76), POST 2 (0.23; OR 3.61; 95% CI 2.62-7.97). During PRE, weekends significantly (p<0.0001) outperformed weekdays (D2D difference 15.1 min, 95% CI 13.3-16.9; LOS difference 8.9 min, 95% CI 3.9-13.9; LWBS OR 0.31, 95% CI 0.25-0.38). During POST2, weekends were significantly (p<0.0001) outperformed by weekdays (D2D difference -15.2 min, 95% LWBS OR 11.76, 
